Background
Result
Three quarters (74.8%) of women reported experiencing at least one form of D&A during their facility childbirth. The types of D&A experienced by the women were; physical abuse (37.1%), non-dignified care (34.6%), non-consented care (54.1%), non-confidential care (40.4%), neglect (25.2%), detention (2.9%), and discrimination (13.2%). Experiences of D&A were 1.6 times more likely to be reported by women delivering at hospitals than health centers (OR: 1.64, 95% CI: 1.01, 2.66). Women without a companion throughout their delivery were almost 10 times more likely than women who had a companion to encounter D&A (OR: 9.94, 95% CI: 5.72, 17.28) . On the other hand, women with more than 1,368-birr (USD 57) monthly income were less likely to experience any type of D&A (OR: 0.36, 95% CI: .21, .65). a1111111111 a1111111111 a1111111111 a1111111111 a1111111111
Conclusion
Three in four women reported experiencing at least one form of D&A during labor and delivery. This demonstrates a real disconnect between what the health system intends to achieve and what is practiced and calls for fundamental solutions in terms of both improving quality of facility-based delivery and ensuring women's right to receive health care with dignity.
Background
Access to health care facilities has dramatically improved over the past two decades in Ethiopia. However, utilization of maternal health care services has remained considerably low [1] [2] [3] [4] . The women who do attend health facilities sometimes lack access to respectful and caring maternal health services [5] [6] [7] . Experiencing or fearing encountering abuse and humiliation by healthcare professionals during labor and delivery can deter women from using health care facilities during subsequent deliveries [8, 9] . Other studies from sub-Saharan African countries have reported high levels of disrespectful and abusive maternity care during childbirth. Prior studies documented up to 98% of women in Enugu, southeastern Nigeria [10] , and 78% of women in Addis Ababa, Ethiopia [11] , faced at least one form of D&A during childbirth, and 58.2% of women lacked privacy during labor and delivery in Malawi (direct observation) [12] .
Women in low-income countries may face problems when trying to access safe and respectful childbirth care [13, 14] . Before reaching the health facility, they may encounter cultural barriers to seeking care, long distance and lack of transport to go to the health facilities, and indirect costs of service even when direct care is free [13, 15, 16] . Upon entering the health facility, they can be faced with overloaded health facilities which are understaffed and have insufficient drugs and supplies [14, 17] . This is worsened when there is dehumanization and abuse during childbirth [18] . As a result, women become discouraged to seek care at the health facilities and hence, might not come back if pregnant again, potentially decreasing women's attendance at health facilities for childbirth with increasing birth order [7, 19, 20] .
The 2016 Ethiopian Demographic and Health Survey demonstrates the continued low utilization of maternal health services; 32% of women receive four antenatal care (ANC) visits and 26% of women deliver at a health facility, with only 17% of mothers receiving postnatal care within two days of birth [3] . Such underutilization of care from a skilled provider along the maternity continuum may increase the risk of maternal and child mortality from preventable causes.
Disrespectful and abusive maternity care is one of the main reasons for underutilization of maternal health services [20] [21] [22] . Several factors can contribute to disrespectful and abusive maternity care. In resource-limited settings, established patterns of low quality and undignified care has been accepted as normal in local cultures, making disrespectful care less recognized as being a problem [5, [23] [24] [25] . There is also a lack of community engagement in health governance in these health care systems, thus limiting accountability of providers to their clients [5] . Moreover, health care professionals in low-income settings usually face poor working conditions that may cause poor motivation, burnout, frustration, and demoralization [26] . All of these are commonly experienced in overloaded health care systems such as Ethiopia and contribute to the mistreatment and abuse of patients by providers [7, 8, 22 ].
The Ethiopian Health Sector Transformation Plan (HSTP) (2015/16-2019/20) intends to reduce the current maternal mortality ratio (MMR) of 420 to 199/100,000 and neonatal mortality rate of 29 to 10/1000 [27] . As a means to reach this target, the plan specifies improving quality of health services by transforming how healthcare providers treat patients and clients. The caring, respectful and compassionate (CRC) health workforce initiative in this plan intends to address the concern of D&A for clients, including laboring mothers [27] . However, there is a lack of empirical evidence and key indicators on the actual burden of the problem in the country, except for a few reports published years ago [7, 11, 24] . Hence, the results from this study are timely to influence the policy implementation process by providing evidence of how the health workforce treats women coming for delivery services in public health facilities. This study aims to examine the prevalence and associated predictors of D&A as reported by women during labor and delivery in public health facilities of western Oromia region in Southwestern Ethiopia.
Methods

Study design and setting
A facility-based cross-sectional study was conducted from February, 2017 to May, 2017. The health service delivery system in Ethiopia is structured in a three-tier system, which includes primary, secondary and tertiary levels of health care, linked together for referral. The primary level serves up to 100,000 population. The secondary level handles up to 1.5 million people, while the tertiary level provides service for 3.5-5 million population. The primary level of the health care system-the primary health care unit (PHCUs) -is composed of a primary hospital, capable of providing both basic emergency obstetric care (BEmOC) and comprehensive emergency obstetric and neonatal care (CEmONC), health centers that can provide basic emergency obstetric care, and, their satellite health posts that work on providing health information, identifying pregnant women and referring them to health centers for further followup. The secondary level of the health system includes general hospitals, while the tertiary level is composed of specialized hospitals-both capable of providing comprehensive emergency obstetric and neonatal care [27, 28] .
This study was conducted in three zones of western Oromia that includes East Wollega, West Wollega and Kellem Wollega. In the study area, there were 9 public primary hospitals and 2 missionary hospitals, 182 health centers, 1041 health posts and 4 general hospitals. During the data collection period, each of the health centers included in the study had one delivery bed and one delivery care provider (midwife or nurse), while the hospitals had 2 to 3 delivery beds with a maximum of three delivery care providers.
Study participants
Data was collected from three public hospitals and three public health centers-one hospital and one health center from each zone. Women who delivered at the selected health facilities during the study period (February/2017 to May/2017) were interviewed upon discharge (exit interview). Single population proportion formula was used to estimate the sample size. With the assumptions of 95% confidence interval, 0.03 precision, and 10% non-response rate, and using the proportion of women who faced at least one form of D&A from the previous study in Addis Ababa (78%) [11] . The final calculated sample size was 807. The sample was allocated proportionally to the selected health facilities based on the facility delivery reports from the previous one-year.
Data collection procedures
Data collectors approached women upon discharge from the maternity ward after giving birth to their child. Ten data collectors, who were female nurses holding a BSc. degree and not affiliated with the study facilities, conducted the interviews using a semi-structured questionnaire. A three-day training session was provided for data collectors before commencing data collection to ensure full understanding of the study objectives, data collection instruments, and informed consent procedures. The data collectors described the nature and objectives of the study, and obtained the consent of the women for participation in the study. All interviews were conducted in a private room at the health facilities to ensure confidentiality and privacy.
Measurement
The items in the questionnaire were adapted and developed after a thorough review of the literature [5, 6, 10, 11, [29] [30] [31] . The questionnaire had three components that included sociodemographic characteristics, the most recent history of healthcare utilization, perceived quality of health care services and experiences of disrespectful and abusive maternity care during childbirth. The survey questionnaire and the consent form were first developed in English, translated into Afaan Oromo (the dominant language spoken in Oromia region), and then back-translated to check for semantic equivalence.
The outcome variable of the study was the subjective experience of D&A among women who had given birth at the selected health facilities. We measured D&A using a framework developed by Bowser and Hill [5] . This framework was further adapted to the local context and types of D&A were then categorized as physical abuse, non-dignified care, abandonment, non-consented care, non-confidential care, detention and discrimination. These categories were then further extended to capture the particular events and specific forms of D&A as shown in Table 1 . Questions addressing each of the different forms of D&A were posed to the respondents during the exit interview. If the women have experienced any type of D&A, then they were asked to describe the nature and extent of D&A. In each category of D&A, after responding to the close-ended questions, women were asked to describe if there was any other event, they considered disrespectful and abusive. The close ended questions were identified and derived from extensive review of literature [5, 6, 10, 24, 30, 31] . For example, the close ended questions under physical abuse were posed as follows; "At any point during your stay for this delivery, were you slapped, beaten or pinched?" This type of specific questioning was used for all of the categories of D&A, in order to be clear about what constituted each type of D&A. However, under the discrimination category, open ended questions were posed to the Table 1 . Categories and sub-components of disrespect and abuse.
Categories of D&A Forms of D&A
Physical abuse
Hitting (slapped, beaten or pinched), harshly forcing legs apart, tied down during labor Non-dignified care Shouted at, threat of withholding treatment, blamed or intimidated Non-consented care Non-consented episiotomy, C-section, tubal ligation
Non-confidential care
Provision of care without privacy, medical history disclosed without consent
Neglect/ abandonment
Gave birth outside delivery room (corridor, waiting room or floor), ignored when needed help, delivered without skilled attendant Detention Detention in health facility for failure to pay, request for bribe Discrimination Denial of needed attention on the basis on areas of residence (urban/rural), denial of needed attention on the basis of age (old/young), denial of needed attention on the basis of occupation/education women who answered affirmatively. For the discrimination category, women were asked the following question; "At any point during your stay for this delivery, were you discriminated/ felt discriminated against by any of the healthcare workers?" If a woman responded "yes" to this question, then she was asked to describe the nature of the discrimination. The data acquired through descriptive documentation were then categorized and integrated under each kind of D&A during data cleaning.
Data processing and analysis
Data was first cleaned and entered into Epi-info (V-3.5.2) and then exported to STATA 13 (College Station, TX, USA) for further analysis. Descriptive statistics were computed and presented, using frequencies and proportions for categorical variables, and summarized by mean and standard deviation for continuous variables. Frequencies of D&A components and subcomponents were also computed and reported in a table. The key outcome of the study was any form of D&A experienced by delivering women. The specific categories of D&A (physical abuse, non-dignified care, non-consented care, non-confidential care, abandonment, and discrimination) were also considered as outcomes of this study. The independent variables of interest for reported D&A included socio-demographic characteristics (age, marital, education, occupation, area of residence, family annual income), type of health facility (health center and hospital), and delivery characteristics (number of children alive, use of ANC, time of delivery, number of providers, sex of providers and presence of a labor companion).
To identify predictors of the seven D&A categories we first conducted bivariate regressions with each potential covariate, and the decision of which covariates would be included in the final multivariable model was made based on P < 0.05. Then we fitted seven multivariable logistic models (one model for each category of D&A, except detention), with a 95% confidence interval. Detention was excluded as we could not perform further statistical analyses because the number of women who reported detention was too small. Results were then presented as adjusted odds ratios (OR). All statistical analysis was performed using STATA 13.
Ethical considerations
Ethical clearance was obtained from Wollega University ethical review committee and written permission letters from the three zonal health bureaus were granted. Administrations of the selected health centers and hospitals were informed of the study objectives and protocols.
The ethical review committee of Wollega University approved verbal consent because nearly half of the women in the country never attended school [3] . The purpose and process of the study were explained to all participants. They were informed that their participation was voluntary and that they could withdraw at any time for any reason without any penalty either personnel or affecting their future medical care. The verbal consent was obtained by asking the women if she would like to participate in the study after explaining the purpose and reassuring her of the confidentiality of the survey. If the women responded "yes" then the data collectors ticked on the "yes" box of the consent form on the questionnaire, and then the women were interviewed. If the women responded "No" then the data collectors ticked the "no" box of the consent form and women were excluded from the study. For study participants aged less than 18, we received verbal informed consent from the respondents themselves, as woman under 18 who are married are considered to be "mature minors" and are able to provide consent. The ethics committee approved the consent procedure for all including aged less than 18 years.
Contact details of the study coordinator was provided to the participants for any questions or concerns. No identifiers were used in the analysis to ensure confidentiality.
Results
Socio-demographic characteristics of the respondents
Among 807 invited women, 612 women who gave birth to their child at the selected health facilities participated in the study (76% response rate). The majority of participants were married (94%(N = 575)), were ethnically Oromo (86.1% (N = 527)), followed the protestant religion (53.8% (N = 329)), were college or University level educated (29.7% (N = 182)), were between the age group of 25-29 years (42.2% (N = 256)), were from urban areas (69.9% (N = 428)), and were housewives (61.0% (N = 373)). Regarding maternal health service utilization, among the 612 interviewed women, the majority (39.7% (N = 243)) had just given birth to their first child, 97.5% (N = 597) had received antenatal care (ANC), 74.2% (N = 454) of the respondents gave birth at hospital, and 55.6% (N = 340) had a companion with them during labor and delivery ( Table 2 ).
Prevalence of disrespect and abuse
The majority of respondents (74.8%, 95% CI: 71.3, 78.2) reported facing at least one form of D&A during their delivery care (Table 3) . Non-consented care was found to be the most prevalent category of D&A (54.1%, 95% CI: 50.1, 58.0). Among subcomponents of non-consented care, unconsented episiotomy was found to be the most common form of non-consented care (48.9%, 95% CI: 44.9, 52.8), defined as the healthcare provider doing the procedure without obtaining informed consent from the client at any time. Non-confidential care was the other most common type of D&A. Two hundred and forty-seven (40.4%, 95% CI: 36.5, 44.3) women reported confidentiality of care was breached, and of these 39.9% (95% CI: 36.0, 43.8) experienced lack of privacy during labor and delivery, while (7.2%, 95% CI: 5.3, 9.4) women reported that their medical history was disclosed by the healthcare professionals without their consent. Physical abuse was the third most common form of D&A, with 37.1% (95% CI: 33.3, 41.0) of women reporting physical abuse. Harshly forcing the legs apart was the most common form of physical abuse (22.2%, 95% CI: 30.2, 37.6). Exposure to non-dignified care was reported by 34.6% (95% CI: 30.9, 38.5) of women. Nearly one-third of all women (31.4%, 95% CI: 27.8, 35.1) said that health care professionals shouted at them during labor and delivery.
Abandonment during labor and delivery was also reported frequently. One hundred and fifty-four women (25.2%, 95% CI: 21.8, 28.7) reported that they felt neglected and abandoned while admitted for delivery care. The most commonly encountered subcomponent of neglect/ abandonment reported was being ignored when needing help, (22.9%, 95% CI: 19.7, 26.3) followed by giving birth outside of the delivery room (corridor, waiting room or floor), (17.5%, 95% CI: 14.6, 20.7). Table 3 shows the prevalence of D&A by category and subcomponent, and Table 4 shows D&A by socio-demographic characteristics.
Among mothers who reported experiences of D&A, more than a quarter (28.3%, N = 130) reported one form of D&A, 20.4% (N = 94) reported experiencing two of the categories, and 19.0% (N = 87) reported experiencing three forms of D&A during their delivery care (Fig 1) .
Predictors of D&A
Seven logistic regression models were constructed to examine the relationship of client and institutional characteristics against each of the 7 different categories of D&A. One form (detention) was excluded since bivariate analysis revealed that further statistical analyses could not be performed due to the number of women exposed to this category being too small ( Table 5) . The presence of a companion during labor and delivery, monthly household income and the type of health facility at which childbirth takes place were found to be significantly associated with most of D&A categories. Lack of a companion during labor and delivery was found to be the most important statistically significant predictor of all forms of D&A, with those without a companion almost 10 times more likely to experience disrespect or abuse (OR = 9.94, 95% CI: 5.72, 17.28). Women who gave birth at a hospital were also significantly more likely to experience D&A than women who gave birth at a health center, with women delivering in a hospital 1.6 times more likely to experience any type of D&A than women delivering in health centers (OR = 1.64, 95% CI: 1.01, 2.66). Women who had given birth to their first child were about two times more likely to report any type of D&A compared to those who had three or more delivery experiences (OR = 1.95, 1.14, 3.34). On the other hand, higher income (more than 1,368-birr monthly) was protective of D&A (OR = 0.36, 95% CI: 0.21, 0.65).
Discussion
The findings of this study demonstrated that D&A during childbirth in public health facilities is a common experience among mothers in Western Ethiopia. Three fourths (95% CI: 71.28-78.16) of the women in this study reported experiences of D&A during childbirth. Findings from other sub-Saharan countries also reveal high rates of D&A during labor and delivery, for example, a study from Nigeria reported 98% of women experience D&A [10] , while a study from Kenya reported 20% of women report D&A [6] . The high prevalence of D&A found in this study could potentially explain the low utilization of delivery care at health facilities in the study area and other similar settings. More than 3 in 10 women reported experiences of physical abuse during delivery. A study from Nigeria reported 35.7% of women experienced physical abuse during childbirth [10] . Physical abuse (hitting and slapping) has been justified by providers in previous studies as a way to 'put in line' the 'uncooperative and misbehaving' woman in order to safely deliver and prevent distress of the baby [32] . In fact, women in labor are suffering themselves from the pain of childbirth, and rather than being supported, they are being mistreated. Government employees in this study were two times more likely to report physical abuse than women who are housewives. This may be explained by government employees being more aware of their rights, more sensitive to mistreatment, and very likely to report any form of D&A they faced. This implies that initiatives to empower women and help them understand their rights when visiting health facilities to seek care should target women who are less educated and not formally employed. We found that experience with the health facility setting also matters in shaping perceptions of women who gave birth in the health facility. Women giving birth to their first child were about two times more likely to report experiencing D&A compared to women who had three or more children. While the former is unfamiliar with childbirth and with the way services are commonly provided at the health facilities, the latter may be familiar with the likelihood of experiencing D&A at the health facilities.
Unexpectedly, women who gave birth at a higher-level health facility, where quality of care is presumed to be better, had a greater likelihood of experiencing D&A. Women who delivered in hospitals were 1.6 times more likely to report any D&A and twice as likely to report physical abuse compared to women who delivered at a health center. Women who delivered in hospitals were also more likely to experience non-dignified care and neglect/abandonment compared to those who delivered at health centers, which could be the result of hospitals being understaffed with a high volume of patients, making it difficult for providers to adequately provide care. During the study period, our team witnessed that the study hospitals had threedelivery beds each and a maximum of five delivery attendants, which was far less than they needed. The frustration and burnout among the health care providers by the influx of women for delivery services in their constrained setting was evident. Regardless, the majority of women preferred hospitals over health centers for delivery because of a perception of better human resources and availability of supplies. As a result of the high demand, hospitals become overloaded and understaffed, exposing health care professionals to a poor working environment where frustration develops [26] . This, in turn, may increase the likelihood of inappropriate treatment of mothers by health professionals attending to the highly eventful and sensitive process of labor and delivery.
Although women are clearly experiencing high levels of D&A during delivery, it is common for a postpartum woman to think about her baby and her baby's needs, feel relief from the pain that she experienced, and want to put the experiences of D&A behind her and move on. Other mothers who felt humiliated or mistreated and want to do something about it, often do not have a mechanism for redress, because legal frameworks for addressing medical malpractice and abuse during care are not common in most low-income countries [5] . As a result, complaints usually are ignored because there is no local system for accountability for D&A. Furthermore, health managers often do not consider or believe that the health professionals would commit D&A during delivery care with the intention of harming the women [5, 8] .
Given that hospitals are preferred by clients over health centers in Ethiopia, an appropriate response to decrease D&A during delivery would be for policy makers and health planners to invest in expanding the size and skill mix of professionals in the preferred facilities (hospitals). This could possibly reduce the occurrence of D&A that may be occurring due to overcrowding, particularly if it is accompanied by intentional measures to sensitize health care providers and health managers regarding the magnitude and consequences of D&A.
Another common predictor for women to experience D&A was the absence of a companion in the laboring room with the women in labor. Women without a companion throughout labor and delivery were nearly ten times more likely to experience D&A than women with a companion. This indicates that providers are more likely cautious about how they act and speak to a client when a companion of the client is present, which suggests that the providers know that the way they behave in the absence of a companion is inappropriate [6] . The protective effect of having a companion with the mother during labor could also indicate that companions serve an important role as advocates for the laboring mother.
Permission to have a companion with mothers throughout labor and delivery is a work in progress in health facilities of the study area, as the Ministry of Health pushes for creating compassionate, caring and respectful healthcare professionals [27] . Allowing a family member or a relative to accompany a laboring woman not only minimizes the possibility of D&A by health professionals but will make mothers more comfortable while delivering in a health facility setting. Earlier works have also shown that presence of a companion throughout labor and delivery is a very effective strategy in minimizing D&A. Studies from Kenya, Tanzania and Ethiopia demonstrate that the presence of companion would reduce incidents of D&A [5, 6, 8, 25, 33] . Furthermore, presence of a companion has already been suggested for inclusion in the list of process indicators to monitor quality of childbirth care in the health facility [9] .
Limitations of this study may include that the subjective reports of the women were not validated by objective observations of care. However, women's own perceptions of experiences of D&A are ultimately what is most likely to influence their likelihood of repeating facility delivery. Furthermore, self-reported experiences of D&A have a critical effect on perceived quality of services provided at the health facility. A woman's perception that she will receive respectful and friendly care will promote use of services when pregnant next time, and can also influence the perceptions of her social network.
This study addressed only the perspective of the clients and did not examine what the providers experience of attending deliveries in their particular context. Resource-limited countries suffer from structural, human and financial scarcity in the pursuit of providing quality healthcare services, which likely would have surfaced through including provider perspectives. We were however unable to address these aspects of the health system. This issue is vital because a previous study observed that health workers themselves face constraints to the provision of adequate health services, which affects their relationships with clients [34] . We would also like to note that our findings may not be generalizable to the situation of health facilities in other parts of Ethiopia. Furthermore, interpretation of the findings in this study should take note of the absence of standardized tools to measure D&A in the literature.
In conclusion, the findings of our study showed that D&A is a critical problem in the study area. Lack of a companion throughout labor and delivery services seems to expose women to a wide range of D&A. As such, having companion could largely contribute to ensuring the provision of respectful maternity care. Even though access to health care has improved dramatically, facilities persistently fail to provide respectful and friendly care to delivering women.
The spectrum of disrespectful and abusive experiences reported by the women is vast and calls for serious attention. To combat disrespectful and abusive treatment at health facilities, health managers and policymakers should prioritize enabling companions during labor and delivery, engage community members in health facility management boards, strengthen accountability through legal frameworks to appropriately address D&A, and improve the work environment for providers, coupled with training and introduction of care standards to professionals [23, 35, 36] .
Adopting a patient-centered approach and strengthening health system resources directed towards maternity care could significantly improve the quality of care provided to delivering women. It is recommended that endeavors to promote birth at health facilities must address the issue of D&A to ensure higher utilization by women and to protect women's fundamental rights during facility delivery. Possible interventions that could be designed and implemented at the health facility level include quality improvement interventions that focus on improving cultural responsiveness to mother's preferences (e.g. birth companion and choice of birthing position). Addressing the unequal relationship between the women giving birth and skilled care providers is also a key area to addressing disrespectful care. Health facilities can also fight D&A by ensuring accountability (e.g. instruct and enforce desired standards of care, describing the nature of care that skilled providers and health facilities should offer to patients). Performance-based contracts and systems for providers and other health facility staff to report observed D&A by their peer providers represent another approach to promoting accountability [5] . Furthermore, the compassionate, respectful, caring workforce initiative of the government should address the critical role of resource availability at point of care, in addition to training of health professionals on ethical conduct and good practice [34] .
Further research to uncover barriers and facilitators of respectful and dignified maternal care in relation to providers and the health system is needed to design and implement effective interventions to promote respectful maternity care in the context of limited resources. 
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